Use of the laryngeal tube as a dedicated airway during tracheal intubation
EditorÐWe were interested to read Genzwuerker and colleagues' article on ®breoptic guided intubation via the Laryngeal TubeÔ (LT).
1 They report a 90% success rate for tracheal intubation in 10 patients with the procedure performed by an experienced ®breoptic intubator after previous practice with the device on a mannequin. In one of the nine successful patients the ®rst attempt led to oesophageal intubation. The glottis was seen via the laryngeal tube in six of the 10 cases without manipulation of the LT; in another three, rotation of the device brought at least part of the glottis into view.
The authors comment that`the speci®c con®guration of the aperture of the laryngeal tube guides the tip of the¯exible ®breoptic bronchoscope more towards the glottis than would be the case with the standard laryngeal mask'. This statement is unsupported by a reference, and we would ®nd it dif®cult to agree with.
The LT was modi®ed in September 2001 (Personal Communication, VBM). Amongst several changes, the distal part of the proximal cuff was modi®ed and the ori®ces between the two cuffs were altered and increased in number to lessen the likelihood of airway obstruction (Fig. 1) . The shape of the proximal cuff was also modi®ed. From the ®gures published, it is unclear whether Genzwuerker and colleagues 1 performed their study with the old version of the LT (which is no longer marketed in the UK), or with the currently available device.
We have conducted a comparative study between the LT and the ProSealÔ laryngeal mask airway (PLMA ² ). Our study was performed with the current version of the LT. As part of this study, we performed ®breoptic laryngoscopy through 32 LTs and 32 PLMAs during use. We did not perform any manoeuvres to optimize the view of the glottis. The airway was graded as: 1=glottis fully visible; 2=glottis partially visible; 3=epiglottis only visible; or 4=no laryngeal structures visible. Through the LT, the glottis was visible in 13 of 31 instances (seven grade 1, and six grade 2), with one LT being impossible to insert. We found no correlation between the ®breoptic view of the airway and effective ventilation. Through the PLMA, the glottis was visible in 29 cases (26 grade 1, and three grade 2). There were 14 cases in the LT group where no glottic structures were visible, and none in the PLMA group. Differences in grade of view between the groups were statistically signi®cantly different (Wilcoxon paired rank test P<0.0001).
Our results (studying patients of similar height and weight to those in Genzwuerker's article, but including six patients with Mallampati scores of 3), suggest that the glottis is visible through the ventilation holes of the LT in <50% of cases. We would therefore question whether the LT is the best device to use for catheter exchange tracheal intubation, even when a ®brescope is used. In our study, the PLMA offered a far better view of and access to the glottis. It is recognized, from other studies, that the classic LMA provides at least as good a view as the PLMA. EditorÐThank you for the opportunity to reply to Cook and colleagues. In the discussion of our paper, we suggested that thē exible ®breoptic bronchoscope is guided towards the glottis by We are aware that the LT was modi®ed in autumn 2001, as we had a chance to use this improved version at an early stage. As our data collection fell before that point in time, the LT used in the study was the old version. This can be seen in Figures 1 and 2 of our paper, which show an LT without modi®cation of the proximal balloon, and with only a single ventilation outlet.
1 All patients in our study could be ventilated without dif®culty. The additional ventilation ori®ces of the LT that is currently distributed, as shown in the ®gure in Cook and colleagues' letter, improve the ventilatory characteristics, but do not alter the route for the¯exible ®breoptic bronchoscope, as only the original ventilatory outlet is wide enough to allow passage of the bronchoscope. The improvements in the LT are important as far as reduction in the risk of airway obstruction is concerned, but have no in¯uence on the tube exchange manoeuvre described in our paper.
Cook and colleagues provide their own data from a comparison of the PLMA and the current version of the LT. While we used a classi®cation published by Brimacombe and Berry in 1993, 4 who proposed a standardized assessment of LMA position ranging from 4 to 0, with the highest score describing complete visualization of the vocal cords, Cook uses his own classi®cation from 1 to 4, assigning the lowest score to the optimal view. For the PLMA, but not the LMA ClassicÔ, signi®cantly better grades of view are described. Unfortunately, the standardized position of the tip of the bronchoscope, as suggested by Brimacombe and Berry, 4 is not mentioned. When slight manipulation leads to a vast improvement in the ®breoptic view through the LT without impairment of ventilation, 5 including such manoeuvres in ®breoptic studies might be helpful. Other authors also describe a much higher incidence of glottic visualization through the LT than that described by Cook and colleagues: Galli and colleagues 6 described an 80% incidence with ventilation possible in all patients; Doerges and colleagues 7 described ®breoptic veri®cation of the correct position of the Laryngeal Tube and of the tip in the oesophageal inlet in 30 patients after successful insertion at the ®rst attempt in all cases; and we were able to pass the ®breoptic bronchoscope inserted into the LT through the vocal cords in 9 out of 10 patients. Although a tube exchange manoeuvre was not attempted by Cook and colleagues through the PLMA, they suggest it might be superior to the LT from their ®breoptic view results. Whether the ®breoptic view through the LMA ClassicÔ is comparable with the view through the PLMA must be questioned in the light of studies reporting partial visualization of the oesophagus in up to 15% of cases, and a correct, central position in only 59% of patients successfully ventilated with the standard LMA. 8 The PLMA provides a better seal of the airway, allowing higher peak pressures compared with the LMA ClassicÔ, because of its different shape and an additional posterior cuff. 3 Other authors found signi®cant differences in the airway seal in favour of the LT compared with the LMA ClassicÔ.
9 10 For the old version of the LT, oropharyngeal leak pressure was comparable with the PLMA.
11 A comparison of the PLMA and the new LTS (`Laryngeal Tube Suction'), which was introduced in 2002 12 13 Ðboth devices providing an additional oesophageal drain tubeÐhas not been published to date, but studies are under way.
Ventilatory characteristics, airway seal, ease of insertion, and acceptance by personnel are variables that should be considered as well as the ®breoptic view when searching for the best airway device to perform not only ®breoptic-aided tube exchange manoeuvres, butÐmore importantlyÐemergency ventilation, as an alternative to tracheal intubation and face mask ventilation in à cannot intubateÐcannot ventilate' situation. We described the possibility of a manoeuvre in a high percentage of patients using the standard LT, a¯exible ®breoptic bronchoscope and a tube exchange catheter after adequate ventilation was achieved in all patients.
H. V. Genzwuerker Anaesthesia in an adult with Rubinstein±Taybi syndrome
EditorÐTwigg and Cook 1 have made an interesting contribution to anaesthesia for Rubinstein±Taybi syndrome in an adult. This complements reports of anaesthesia in children with this syndrome. Baer and colleagues 2 described anaesthesia in two children and reported no problems. Airway problems may be expected, as Hennekam 3 and colleagues found micrognathia or retrognathia in about half of the 45 patients they reviewed. A further paper by these workers showed 84% of these patients have microstomia, which might have an effect on laryngoscopy. 4 These two reports are in children and the descriptions of anaesthesia are sketchy. Hennekam and colleagues, in their series of 45 cases, recorded three instances of dif®culties attributable to laryngeal collapse and dif®culty in intubation. Stevens and colleagues 5 reviewed the medical problems of 50 such patients and noted frequent hospitalizations and operations (210), showing that although Rubinstein±Taybi syndrome is rare, each patient may undergo multiple anaesthetics, an average of 2.7 each. He reported problems in nine cases. These included respiratory distress, apnoea and prolonged anaesthesia.
Hennekam's team 6 has also elucidated the genetic de®cit. This is a microdeletion on chromosome 16. Recent interest in the human genome project means that this segment of chromosome has now been sequenced. The protein from the affected gene is CREB binding protein. This protein is used in the biochemistry of every cell in that it assists cAMP and is needed to read DNA. The mutation halves the amount present in each cell. This is termed haplo-insuf®ciency. It is remarkable that disruption of this protein at a fundamental point in the cell cycle gives a syndrome as benign as Rubinstein±Taybi. Hennekam found that the incidence of the disease was around 1 in 90 000 (personal communication to ORD). Twigg 1 discusses Stirts' report 7 on cardiac arrest after the use of succinylcholine in these children. However, in another of their references, Critchley 8 and colleagues used it without ill effect. So the jury is still out on the question of the safety of succinylcholine in these patients.
We had previously found a laryngeal mask very suitable in a patient with Rubinstein±Taybi syndrome.
9 Our patient had a slow recovery after we gave an anaesthetic with propofol and spontaneous respiration. We notice that Twigg and Cook took precautions against aspiration.
1 They used an H 2 blocker as a premedicant and passed an orogastric tube; but when their patient was found to be a grade 2 view at direct laryngoscopy and so could have been intubated easily, they did not intubate. We wondered how they would have defended their anaesthetic if their patient, whom they had previsaged might vomit and aspirate, had gone on to do so. While we congratulate Twigg and Cook on the successful outcome of this case, we feel that an unnecessary risk was taken in the conduct of the anaesthetic. O. R. Dearlove R. Perkins Manchester, UK EditorÐWe are grateful for Dr Dearlove and Dr Perkins' interest in our report and for the opportunity to reply to their comments. They agree with our ®ndings that there are few reports in the literature and that these relate to paediatric problems, with no reports of anaesthetic techniques used in adults.
1 It is indeed noteworthy that the genetic defect involving the CREB binding protein is at a fundamental part of the cell cycle, and involves chromosomal rearrangements of the cytogenetic band 16p13.3, with an incidence at around 1 in 125 000 births.
10
The phenotypic syndrome of Rubinstein±Taybi syndrome is markedly variable, and we would suggest that an anaesthetic assessment needs to be made on an individual basis.
1 The patient we described had no history of re¯ux, aspiration or recurrent chest infections, and we considered her to be at more risk from dif®cult intubation than regurgitation. However, communication problems meant that an entirely reliable history was not available. The use of an H 2 blocker as premedicant was sensible because the potential risk of regurgitation, however small, could not be eliminated. The passage of an orogastric tube, likewise, was safe and prudent and con®rmed that the stomach was empty. The choice of ProSeal LMA ² (PLMA) was made on the basis of it being the best airway device for this particular operation (bilateral phaecoemulsi®cation), in this particular patient. We had no objective evidence to support a history of re¯ux, but the patient had clear physical ®ndings suggesting a high risk of dif®culty with intubation. Had we considered the risk of regurgitation to be high, we would have had to choose between a rapid sequence induction in a patient with a high potential for dif®cult intubation, or an awake ®breoptic intubation in a patient with marked comprehension dif®culties. Laryngoscopy was performed in order to document the degree of dif®culty in obtaining a view of the glottis, should the patient require intubation in the future. We believe that all measures were taken to minimize potential and actual risk during this anaesthetic and that the correct technique was chosen.
Rather confusingly, Dearlove and Perkins report using a classic laryngeal mask airway (LMA) in a patient with Rubinstein±Taybi syndrome. 9 Without further details, it is dif®cult to comment and certainly we would not criticise this, but we are somewhat surprised at their criticism of our use of the PLMA in the face of their use of a classic LMA. The case they report would likely have taken place before the PLMA became available and presumably, like our patient, was judged clinically to have a low risk of regurgitation of gastric contents. In individual cases, with appropriate assessment, it may be that either the classic LMA or PLMA may be suitable for use in patients with Rubinstein±Taybi syndrome. However, the PLMA is a useful addition to the airway armamentarium, and as it is designed to separate the gastrointestinal and respiratory tracts, 11 compared with the classic LMA, it may increase the margin of safety in those patients with Rubinstein±Taybi syndrome in whom use of a tracheal tube is not considered necessary. 
